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History Taking 


Patient: 
Name: Ayabonga DOB: Sex: Male Hosp number: 160501 
Nxumalo 01/05/2017 
Hospital: Mahatma Gandhi | Ward: 8 Date of Consultant : Dr Singh 
Memorial Hospital admission: 26 

June 2023 


Historian - Sindiswa Nxumalo 33 years old (Mother - Primary Caregiver) 


Presenting complaint: Ayabonga Nxumalo is an 8 month and 2 weeks old African 
male infant from Tongaat who presented on the 26" of January 2023 with a 3 day history 
of coughing, fever, shortness of breath and not able to feed. 


Ayabonga Nxumalo is an 7 year old old African male child from Tongaat who presented on 
the 26" of June with a Seizure. He is known to have seizures from time to time. Before the 
seizure, he is normal and doesn’t show signs that he is about to have it. During the 
seizure, his body jerks, loses consciousness, pees on himself. It lasts about 30 minutes. 
Afer-the seizure he appears lethargic and confused. 


Systemic enquiry 
IMCI DANGER SIGNS: Not able to feed, convulsions, no lethargy/unconsciousness, not 


vomiting everything. 


RESPIRATORY: fast breathing. No grunting/snoring. No wheeze 

CVS: No sweating during feeds, no oedema, no fatigue 

CNS: Only mild weakness, no convulsions, no loss of consciousness. 

GIT: Has dysphagia No jaundice or abdominal distension noted. Stools are normally soft and 
yellow. 

GUS: Normal urine output and colour. 

EYES/ENT: No pain, discharge, redness or itching from ears or eyes. Nasal congestion 
present and clear discharge from nose. 

MSK: No muscle weakness noted. No bony abnormalities of the limbs. 

SKIN: Mother did not notice any skin rashes or changes. 

CONSTITUTIONAL: No loss of appetite, no night sweats - no TB contacts. 


Past Medical History: 


The patient is a known Microcephalic Hypotonic cerebral palsy diagnosed at 6 months. He 
has been admitted to the hospital more than 10 times due to seizures and aspiration 
pneumonia due to poor feeding. 


Drug history: He is on Epilim, Lamotrigine and Sodium Valproate 
No known allergies 

Patient is HIV negative, PCR done at birth. 

Not TB exposed/ positive. 

No history of trauma. 


2.3 Perinatal History: 


Pregnancy: Miss S. Nxumalo is P4G4. Maternal age 45. She conceived Ayabonga when 
she was 38 years of age. It was an unplanned pregnancy and she received BANC at 4 
months of pregnancy at Tongaat clinic. No bleeding, trauma, or infections during 
pregnancy; no gestational diabetes or hypertension. Mother did not smoke, drink or take 
any other recreational drugs. Only medication taken was folate and multivitamins. She is 
RPR non-Reactive. Rhesus positive. 


Delivery: Patient was born at Osindisweni Hospital at a gestational age of 35 weeks (pre- 
term) via Caesarean Section due to baby being in a breech position according to the 
mother. There were no complications during delivery. Birth weight: 2.5kg, length: 40cm 


OFC: 28cm(microcephalic). APGAR scores were = at 1 minute and £ at 5 minutes and 


7/10 at 10 minutes which is very low. 
Mothers RPR: Non-reactive, Rh: Positive. 


Neonatal period: Baby did cry immediately. The baby had jaundice and was put under 2 
light sources of phototherapy. Mother had difficult in initiating breastfeeding as the baby 
was choking, as a result he was fed via nasogastric. He was also under assisted 
ventilation, and he ended up staying 2 weeks at hospital. No infections, no cyanosis. 


Nutritional History 


The patient was exclusively breastfed for the first 6 months of life, complementary 
feeding started at 5 months where he was given semi-solid foods like porridge and purity. 
His current diet consists of soft food like mashed vegetables. No known food allergies. 


Family History and Social History 


The baby, mother and her 3 children live in a 3-bedroom formal housing (no 
overcrowding). They have electricity, running water from outside tap and have a flushable 
toilet. Mother is unmarried and unemployed. Father is no longer with the mother, and he 
does not pay child support. She receives care dependency grant for this baby and child 
support grant for other children. No previous TB contact. No smokers at home. No family 
history of congenital disorders. The child does not go to any school. The closest hospital is 
Mahatma Gandhi Hospital, and they are transported by a taxi. 


Child Heath Record 
All immunizations are up to date according to RTHC, baby did receive Vitamin A (at 6 
months) and deworming (at 12 months). His last vaccine was Td at 6 years of age. 


Developmental history and assessment: 
e Gross motor: head lag when pulling to sit, cannot roll from supine to prone, cannot 
roll from prone to supine (abnormal) 
e Fine motor: Cannot reach for and grasp toy, follows horizontally for 90 degrees at 8 
months (abnormal) 
e Language: Cannot initiate conversation, only coos and cuckles at 8 months 
(Abnormal) 
e Socio-emotional: Only smiles when sees mother but does not take everything to 
mouth (Abnormal) 
e Cognition: 
e Vision: baby squints to light and can follow mother’s face (normal) 
e Hearing: He turns towards loud sounds (normal) 
There is developmental delay and Age is Inappropriate 
Functional Age is = 2-3 months 


Birth Gross motor Fine motor Language Personal social 
New- Head droops and He kept his hands | The baby would Alternates 
born had a palmar mostly fisted and startle to loud between 
grasp reflex. was able close his | noises. drowsiness and 
eyes to bright alert wakefulness. 
light. 
6 He could not pull He could not reach | Could not initiate He could only 
months to sit, could not lift | for nor grasp toys. | conversations. Can | smile to mother, 
head and chest only do coos and does not take 


when prone. 


cuckles 


everything to 
mouth. 


1 year he could sit but No pincer grasp. Babbles. He could not finger 
with required a lot feed. 
of support. 

He could not bear 
walk. Only could 
sit with support. 
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words 
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7 years 


He can sit without 
support but still 
cannot walk, he 
crawls instead with 
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He can hold a toy 
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Cognitive assessment: Knows his own name. 


Vision: He can see small objects and pictures. 


Uttered 
incomprehensible 
words 


Gets excited to see 
other children and 
tries to interact 
with them. 
Though, cannot 
dress nor undress 
himself. 


Hearing: He does turn his head towards noise or when his name is called. 


There is Global developmental delay and Age is Inappropriate 
Functional Age for gross motor is 9 months, fine motor is 18 months, 6 months for 
language, 12 months for personal and social. 


Examination 


Anthropometry 


weight= 21kg height=119cm OFC= 50cm MUAC = 14cm 


Weight for age > Between 0 and -1 Normal 

Height for age > Between 0 and -1 = Normal 

Weight for height > between 0 and +1 = Not Acutely Malnourished. 
OFC for age > Microcephalic 


Nutritional assessment: 

Macronutrients: MUAC= 14cm (Moderate acute malnutrition). No fat-so/ub/e vitamin 
deficiencies: Vitamin A - no hyperkeratosis, xerosis, xerophthalmia, bitot’s spots, 
keratomalacia; D - no signs of rickets; £- normal tendon reflexes, no peripheral 
neuropathy; K- no bruising, petechiae, purpura. No water-soluble vitamin deficiencies: 
Vitamin B - no angular stomatitis & glossitis (B,), no pallegra (B;), no diarrhoea/failure to 
thrive (B,,A folate); C - no bleeding gums. No trace element deficiencies: zinc - no 
acrodermatitis enteropathica. Copper - normal hair quality and colour. 


General examination: 

General observation: Child was awake, alert. 

Vital signs: 

Pulse = 78beats per minute(normal), 

Respiratory rate = 16 breaths per minute (normal) 

Blood pressure= H? mmHg (normal) 

Temperature = 36.9 2C (Apyrexia). 

No signs of clubbing, cyanosis, oedema, pallor, jaundice, lymphadenopathy. No signs of 
dehydration 

Dysmorphic features seen =, flat nasal bridge, small and low-set ears. 


System examination 
Central Nervous system 


e General observation - Patient is alert and awake. 

e Inspection: No neurocutaneous lesions, No fasciculation, and no abnormal 
movements. 

e Meningism - No neck stiffness/Kernig’s sign/ Brudzinski’s signs, no signs of raised 
intracranial pressure. 


CRANIAL NERVES 


e 1-Can’t assess as patient can’t talk. 
e 2 = Able to fix and fix and follow objects, pupillary light reflexes normal. 
e 3,4, 6- No nystagmus at rest. No strabismus. Follows bright object. 
e 5- unable to test. 
e 7-No facial asymmetry when smiling/crying. 
e 8- Responds to jangling of keys out of sight. 
e 9,10 - No drooling/hoarse cry. 
e 11 - Patient turns his head. 
e 12 - No deviation of the tongue. 
Hearing/vision and speech is normal. 
Tone: Mild hypotonia in upper limbs and severe hypotonia in lower 
limbs. 


Power: Can move both upper limbs against gravity( 4/5) but can’t lower limbs against 
gravity(2/5) 


Reflexes: Hyporeflexia both upper and lower limbs. 
Sensory EXAM 


Patient could not respond verbally to light touch, but responded to pain when | did sternal 
rub. 


Respiratory Examination 

Inspection - No chest deformities, no signs of respiratory distress, symmetrical chest 
expansion and no chest scars. 

Palpation: normal chest rise, no tracheal deviation/tug, Apex beat is at 5" intercostal 
space Mid-clavicular line. 

Percussion: Normal cardiac dullness and liver dullness. 

Auscultation: Normal air entry bilaterally. No added breath sounds. 


Cardiovascular system 

Inspection - No surgical scars, no pulsations. 

Palpation - Apex beat -5* intercostal space mid-clavicular line- Normodynamic apex beat. 
Auscultation - 1* and 2™ heart sounds were present, no murmur was heard. 


Gastrointestinal system 

Abdomen was non-tender, no signs of perinotinits. 

Musculoskeletal system: Only Muscle wasting. 

Ears, nose and throat: Clear nasal discharge, no tonsillar erythema. 
Skin: No rashes, no stretch marks and no bruising. 


CLASSIFICATION SYSTEM 


L. 


Gross Motor Classification (Level 4) 


Walking ability is severely limited, he requires physical assistance for most transfers. 
He has good truncal control as he can sit without support. He cannot walk but he 
creeps and crawls on the floor. To move around, his mother carries him around or 
transports him in a wheelchair. 


2. 


Manual Ability Classification (Level 4) 

When it comes to feeding, He can grasp the spoon in his way and can open his 
mouth. But He cannot feed himself without supervision as he always overshoots and 
spills food with a spoon, he needs assistance and continuous monitoring to feed. 


. Communication Function Classification (Level 3) 


Even though he can’t talk, he can send non-verbal cues and communication with his 
mother, and his siblings who are all people he is familiar with in his life. But when 
he saw me as a Stranger, he was not responding or communicating as he is used to. 


. Eating and Drinking Ability (Level 4) 


He has limited efficiency as he always overshoots and spills food when he is 
handling the spoon, he chews slow, this also applies to drinking. 

For Safety, When he is chewing, he has trouble breathing, doesn’t chew enough and 
has had many episodes of choking and aspiration even hospitalised for it. 


. Personal (Level 4) 


He can’t dress or undress, can’t brush his teeth, can’t eat with fork and knife and 
not toilet trained. 


. Visual Function Classification (Level 1) 


He can see clearly and responds to light stimulus. 


THE F’s 


FITNESS 


Since the patient is hypotonic, he should be doing exercises to improve his 
tone. Therefore, mother should give him a ball and place it a 1 meter away 
from him so that he can try to reach for the ball on his own. Mother should play 
music around and imitate dancing so that the child can also do the same. When 
he is sitting on the floor, mother should use toys and place them on top of the 


table so that he can be motivated to come and take them. Mother should go 
with her son to the swimming pool shallow waters, and help him try to swim 
with support as when he is moving while supported by water helps him learn to 
gradually move on his own and overcome gravity. Since he crawls, mother 
should stuff pillows to make him move against resistance. 


Functioning 


e Occupational therapy:Child should do exercises recommended by occupational 
therapist which include: 


e For Fine motor control: Mother should facilitate her son to do Activities like 
squeezing a clothespin, playing with water squirt toys and pushing coins into 
the slot of a piggy bank. 


e For Co-ordination: Mother should teach the kid to use both sides of their bodies 
simultaneously, such as when they play the drums, or disassemble construction 
toys. 


e Visual Motor Skills : Play games include catching and tossing a ball, threading 
beads or macaroni, and rawing. 


e Self-Care: Mother should facilitate activities like brushing their teeth, getting 
dressed and self-feeding. 


FAMILY 


A healthy Family unit is vital when bringing up a baby with a disability. Ayabonga has 3 
siblings who all love him. When they come back from school, they go to him and play with 
him and don’t discriminate. They relieve the mother and change his diapers and feed him 
during lunchtime, while the mother catches up on sleep. His mother used to shout at her 
siblings before he was born but she now controls her temper and does not shout at him. 
Mother sometimes becomes sad that she had bad luck and had a disabled baby. | 
recommend that the mother joins support groups with other parents who have children 
with Cerebral Palsy. This will help her not feel isolated and unfortunate and relate more to 
them and also pick up some tips on how to care for a child with cerebral palsy. 


FRIENDS 


SINCE His siblings can stay with him, | recommend that they go with him they are playing 
soccer with other children. He will be a spectator and this will give him an opportunity to 


make friends which can later come at his home and visit him. Mother should take him to 
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support groups where he can see other children with cerebral palsy and interact with 
them. 


FUN 


To Introduce fun in Ayabonga’s life, mother can facilitate with some activities. Mother 
should play music and dance frequently. Mother should paint, and draw with him. Bring in 
Lego’s so that he can play with them. Mother should give him her phone, let him play 
games on her phone and also go to camera as it can can help him develop spatial 
awareness and express themselves nonverbally. 


FUTURE 


Ayabonga is disabled, but this should not be a limiting factor to thriving in the future. 
Education is vital for any child growing up, so the mother should register him to a special 
need’s school as early as she can, where he will received individualized education and 
help him reach the next level. When he has finished high school, that’s not the end of the 
road. Mother should research colleges that accommodate those with disabilities, sign 
him up for the Supported Employment Group which Is an organization where they can find 
jobs for disabled people.. To make the transition to adulthood smooth, mother should 
prepare for transitioning from a specialized pediatric health care facility to an adult care 
physician, as well as making any therapy adjustments necessary. She must help him 
obtain adapted driver’s license for individuals with disabilities. This late transition in life 
might cost a little bit more, so the mother should be aware of this and start saving now 


Reflection: 


The F’s and the Functional classification are very useful tools for children with cerebral 
palsy. It individualises children with cerebral palsy and helps us classify them and hence 
know what kind of care needed for them, dangers they are prone to, and how we can 
navigate them. 


Starting with the F’s, Fitness, Improving fitness can aid with the development of motor 
skills and stop mobility issues from getting worse over time. Children with cerebral palsy 
can gain more independence with physical therapy, which uses strength and flexibility 
exercises, heat treatment, massages, and specialized equipment. Physical therapy's 
effectiveness varies depending on the type and degree of each cerebral palsy case. The 
treatment for children with less severe instances of CP might only include a little physical 
therapy. It might be used in conjunction with other drugs and treatments in more severe 
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situations. Physical therapy enhances posture, gait, strength, flexibility, endurance, and 
pain management. 


Functioning: Children can benefit from occupational therapy by improving their chances 
of independence, their capacity for play and learning, their self-esteem and confidence, 
their ability to establish a workable routine, their sense of accomplishment, and their 
quality of life. 


Family: Recognising family support and structure is important because without family 
support, the mother would feel frustrated and take out the anger to the disabled child 
which will traumatize them and might develop another mental condition like depression 
which can be hard to diagnose as they are already handicapped. 


Friends: Having meaningful friendships for a disabled child helps Increase their sense of 
belonging and purpose, boosts happiness and reduce feeling of isolation, helps unwind 
from thinking about the disability. 


FUN: Doing fun activities for kids with cerebral palsy will encourage them to move around 
and use their more affected body parts and movements. 


Future: Assessing the future component and letting the mother know early is beneficial 
for the child as Children with a disability often have a hard time being self-sufficient and 
learning at a normal pace. For those with CP, specialized instruction, counseling, and 
ongoing care can promote a smooth transition into adulthood. Parents can assist their 
children succeed by honing abilities including self-sufficiency, mobilization, and 
communication. Letting go and assisting a child with cerebral palsy as they navigate life 
on their own terms is the final step before they enter early adulthood. 


For functional classification system, classifying a child under Gross Motor Classification 
helps knowing the mobility of a child whether or not they will need hand-held mobility 
devices, limitations and their quality of movement. 


Manual Ability Classification: Can be used as a prognostic tool, selection of assistive 
walking devices. 

Eating and Drinking Ability: helps the mother know whether she can leave the child to eat 
on their own or needs assistance. Helps her know if her child is prone to choking or not, 
so that she can be aware and take appropriate measures like not allowing child to be near 
food under no supervision. 


Visual Function Classification : Helps mother know whether her child has problems with 
vision and probably needs to go to an eye doctor or vision Is fine. 


Overall both tools are very useful, both contributing to optimal health of the disabled 
child. 
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